LAND, _______
DOB: 09/04/1940

DOV: 05/09/2025

CHIEF COMPLAINT: Cough, congestion, shortness of breath, and drainage.

HISTORY OF PRESENT ILLNESS: The patient is an 84-year-old woman with history of COPD. She is a heavy smoker in the past, but she is not smoking. She lives by herself. Her husband who was a 94 year-old died in January, he was an airplane mechanic. She used to work for the police station, used to be a dispatcher.
She does not smoke. She does not drink. She has four children that they care about her and see her on regular basis.

PAST MEDICAL HISTORY: Hyperlipidemia. We have gone over her medications which are Coumadin, lovastatin, Isordil, losartan, and spironolactone.

PAST SURGICAL HISTORY: Cholecystectomy, hysterectomy, gallbladder surgery, and pacemaker.

ALLERGIES: None.

MEDICATIONS: Aldactone 25 mg once a day, losartan 50 mg once a day, isosorbide 100 mg once a day, warfarin 4 mg every day and 2 mg on Wednesday, Friday, Saturday, and Sunday, and lovastatin 10 mg once a day.

She has a heart valve leakage, but nothing has been replaced, but she is still taking the Coumadin. She is going to get an INR done for me on Monday because of fact that she is taking medication that can affect it and that needs to be adjusted.

IMMUNIZATIONS: COVID immunizations years ago. Flu and pneumonia shots both up-to-date.
She has never been on Trelegy or any kind of medication for COPD, she definitely has COPD and she needs to be tried on that. She had a blood clot in her legs that is why she is on Coumadin. She is going to talk to her doctor. I told her that the steroids and Levaquin can both affect it and she is going to get an INR first thing Monday morning. I recommend that maybe she needs to get off of it now that she had a blood clot she states years ago and no pulmonary embolus, no mechanical valve or any other issues requiring Coumadin therapy, which could not be handled with Eliquis or some other medication that does not require INR on a regular basis.
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PHYSICAL EXAMINATION:

VITAL SIGNS: Weight 164 pounds, O2 saturation 96%, temperature 98, respirations 18, pulse 88, and blood pressure 180/93. Her blood pressure goes up every time she is in doctor’s office.
HEENT: Oral mucosa without any lesion.

NECK: Shows no JVD.
HEART: Positive S1 and positive S2.

LUNGS: Clear with few rhonchi, but no significant wheezing.

ABDOMEN: Soft.

SKIN: Shows no rash.

NEUROLOGICAL: Nonfocal.

ASSESSMENT/PLAN:
1. Exacerbation of COPD. Chest x-ray was just a couple of months ago.

2. If not any better, we will repeat that.

3. Check INR Monday.

4. Rocephin 1 g now.

5. Dexamethasone 8 mg now.

6. Levaquin 500 mg once a day.

7. Medrol Dosepak.

8. Trelegy.

9. She has albuterol inhaler and nebulizer.

10. She does not want a cough medication.

11. Lots of liquid.

12. If not any better, go to the emergency room or come back here.

13. Hyperlipidemia.

14. Right-sided heart failure.

15. Cor pulmonale.

16. Findings discussed with the patient at length before leaving my office.

Rafael De La Flor-Weiss, M.D.

